To identify the motivators of and barriers to smoking cessation and to evaluate the dynamics of the patient-physician visit.
IntROduCtIOn
With over 8 million deaths projected to be attributable to smoking by the year 2020 1 , smoking has been described as a major public health scourge of modern times. Various interventions have been described to combat the menace of smoking, but one that has not been sufficiently evaluated for optimisation is the role of the physician in smoking cessation. Smoking cessation means "to quit smoking", or "withdrawal from nicotine" 2 . According to online medical dictionary (12 December 1998) , "smoking cessation" is defined as discontinuation of the habit of smoking, the inhaling and exhaling of tobacco smoke. General practice is well-suited to support and encourage smoking cessation 3 .
Approximately 70% of smokers report seeing a physician each year. This would suggest that doctors are the group most likely to have wide contact with smokers and the potential to help so many smokers become non-smokers 4 . In addition, the physician's role is important in identification, evaluation, treatment, follow-up and referral of smokers 5 . At present, there are studies carried out which demonstrate that physician-delivered interventions are effective in impacting patient's smoking behaviour. Folsom et al reported a 2% net cessation for smokers who were advised to quit smoking by their physician as compared to those who did not receive any such advice 6 . A Cochrane review has shown that a brief simple advice from the doctor about quitting smoking increases the likelihood that a smoker will quit and remain a non-smoker for 12 months after 7 . Physicians have an important role to play in smoking cessation and this clearly emphasises the importance of understanding the dynamics of patient physician visits.
There are however a limited number of studies which examine the patient physician consultation in the context of smoking cessation and the potential for stronger involvement of physicians. Ezekiel et al have discussed 4 models of the Physician-Patient Relationship (Paternalistic, Informative Interpretive, and Deliberative) where they have discussed the concept of physician's role and duties and patient values. The authors felt that the deliberative model may be the "ideal" doctor-patient relationship model 8 .
To date, most of the studies conducted on physicianinvolved smoking cessation interventions entail either doctors or patients but few studies (A notable exception is the "A Global Survey -The Largest International Surveys of Physicians' and Smokers' Attitudes" 26 April 2007, Philippine Star) match doctor's responses with responses from patients. We therefore felt the need to conduct a study to examine the physicians' and patients' perspectives together. In this study, we interviewed doctors and patients who were smokers (patient-smokers). Patient-smokers who were current or ex-smokers in this study may not have consulted the provider-physician from the same clinic for treatment.
We conducted a survey with family physicians [general practitioners (GPs) at private clinics and polyclinics] and patients at primary care clinics who were current or ex-smokers. Specifically, the aim was to determine whether there were important contextual issues such as who initiated the topics of quitting and if discussions of assistance and follow-up occurred. We tried to identify not only those factors, which were perceived as barriers against smoking cessation by physicians, but also those, which were perceived by smokers as well.
MethOdS

Subjects and data Collection
A cross sectional survey was conducted between May to July 2007 with physicians (both specialists and primary care physicians) and patients who attended primary care facilities and who were current or ex-smokers. Convenience sampling was used to get family physicians from GP clinics and polyclinics from the eastern part of Singapore. Patients attending polyclinics and GP clinics were approached after they took their queue number and while they were waiting to see the doctor. Trained interviewers explained the survey to patient-smokers. The questionnaire was self-administered after getting the consent forms signed. All the surveys conducted were only in English.
Survey with Physicians
Respiratory physicians, cardiologists, endocrinologists and internal medicine physicians from 2 large teaching hospitals were surveyed. After getting permission from the Heads of Departments, the questionnaires were self administered to specialists (endocrinologists, respiratory physicians and cardiologists) after their departmental meetings. A mix of private sector family physicians and polyclinic (government primary care centres) physicians were surveyed. Family physicians from private GP clinics and polyclinics attend Continuous Medical Education (CME) talks. Questionnaires were self-administered to these family physicians half an hour before the CME talk. In order to obtain a better response rate, family physicians were also contacted over phone requesting for their participation and questionnaires were self administered by the trained interviewers.
Survey with Current and ex-smokers
Patients over the age of 21 years visiting the 2 SingHealth polyclinics were surveyed. Screening forms were used to recruit patients above the age of 21 years and if they were current or ex-smokers. Patients who self-reported that they were smokers or ex-smokers were included in the survey. The Proceedings of Singapore Healthcare  Volume 19  Number 2  2010 questionnaire was self administered to patientsmokers at Polyclinics as well as at private GP clinics. Interviewers stood by the patient-smoker if they had any difficulty in answering the questions.
Data was entered into an Excel spreadsheet and analysed using SPSS version 15.0. Table 1a and 1b.
Demographics of physicians and patient-smokers is shown in
ReSultS
The survey was carried out with 175 providerphysicians (response rate was 58%) comprising 22 (13%) respiratory physicians, 36 (21%) cardiologists, 21 (12%) endocrinologists and 96 (54%) family physicians.
The survey was carried out with 347 smokers (60% response rate). Ninety-five percent were males with a mean age of 42 years. Eighty-two percent of the patient-smokers were from polyclinics and 18% were from private GP clinics. Female patients were in general younger than male patients. There were more Malay patient smokers (46% Malay vs 41% Chinese, 13% Indian and others). Average cigarettes smoked by men were 17 sticks (with a standard deviation of 12 sticks) while women smoked 8 sticks (with a standard deviation of 4 sticks) per day. 80% of the respondents' parents smoked and 65% of respondents had more than 10 friends who were smokers. One third of the patient-smokers reported their health status to be good. The remaining two-thirds reported having breathing problems, hypertension, diabetes mellitus, and/ or hypercholesterolemia (Table 1a) .
Among physicians, 68% were male physicians and 88% of the physicians were up to 45 years of age. (Table 1b ).
The survey showed 78.7% of the patient-smokers smoked for 6 years or more. This number includes 32.6% of patient-smokers who smoked 20 years or more ( Fig. 1 ).
Of the 85% who tried to quit smoking more than half of the patient-smokers (57%) failed to quit the first time and tried to quit more than 2 times. The remaining 15% had reported never attempting to quit (Fig. 2 ).
Patient-smokers were asked if they had any discussions with their doctor regarding smoking cessation and only 16% said they did. When the Proceedings of Singapore Healthcare  Volume 19  Number 2  2010 same question was asked to the physicians, 55% of them stated that they had discussed smoking cessation with their patient smokers.
Motivators to Quit
Physicians and patient-smokers agreed that concern for personal health was the top motivator to quit smoking (33% each). There was however incongruence in identifying the second and third most important motivator. For smokers the second and third most important factors was cost (27%) and concern about the health problems of family members and friends (18%),while the physicians regarded the health problems of family members and friends (27%) second and doctors' advice (22%)third( Table 2 ).
Barriers to Quit
There was an agreement between the provider physicians and smoker patients that craving/ physical addiction and lack of will power were the top 2 barriers to quitting smoking. Additionally both even agreed that the third barrier was the concern over withdrawal symptoms. Smokers also cited 2 additional barriers: high costs of smoking cessation products and limited support from family members and friends (Table 3) .
Who Initiated the discussion on Smoking Cessation?
There was significant divergence in reporting of the initiator of discussions on smoking cessation: 78% of provider-physician said they initiated the discussion, as opposed to 63% of patient-smokers said they did initiate the discussion on smoking cessation.
Why do Smokers not talk to their Physicians about Smoking Cessation?
The main reason given by 68% patient-smokers was that they had confidence in their own ability to quit smoking without medical advice (Fig. 3,  overleaf ) . Twenty-eight percent of the patientsmokers reported not having time to go to the doctor while 20% thought that smoking cessation was not as important as other diseases. About 20% even thought that going to the doctor would not be of any help. The other reasons were doctor did not discuss (12%), embarrassed to go to the doctor (8%), did not want to hear lecture from the doctor (8%) and 7% said they will prefer to go to healthcare professional (Fig. 3) .
dISCuSSIOn
Results have shown that both provider physicians and patient-smokers agreed on the same motivators and barriers to quit smoking. It is reassuring to note that both valued "health" as the most important basis for smoking cessation, suggesting that physicians can use a patient-centric approach concentrating more on health issues for counselling. However, there was a disconnect between physicians and patient-smokers on who initiated the conversation.
OtheR StudIeS CARRIed Out WIth PhYSICIAnS And SMOkeRS
A study carried out with 3,167 GPs in Sweden showed that a large majority of GPs perceived the discussion of patients' smoking habit as part of their job only if the patients showed smoking related symptoms and only a few were engaged in smoking cessation support 9 .
In another study Fiore et al found that majority of the smokers (>70%) want to quit, but more than one-third have were never been asked by their physician about their smoking habit. Less than15% of the smokers were offered assistance and only 3% had follow up to address tobacco use 10 .
A qualitative study on physician-smoker interactions around the receipt of smoking cessation medication Prescriptions was carried out in Minnesota in US. The results were promising showing adherence to the medications by 90% smokers and the quit rate was 55% 11 .
Intervening with smoking is accepted to be part of the physicians' role 12 and family physicians should ideally address smoking habits every time a smoker visits their clinics, aim to advice smokers to stop and record having done so at least once a year 13 . However, in our study, about half the physicians The results showed that there were significant differences between doctors' smoking cessation practices and smokers' experiences in the number of doctors (41%) who say they discuss smoking with their patients at every visit, versus the number of smokers (9%) who say they discuss smoking with their doctor at every visit 15 . Results of our study was consistent with these results.
Our study showed that in general, physicians had greater faith in their ability to counsel. However, patients seemed not to agree with this.
ReASOnS fOR SMOkeRS' ReluCtAnCe tO tAlk tO PhYSICIAn ABOut QuIttInG SMOkInG (%)
When asked as to why they did not discuss this with their doctor, smoker-patient reported less confidence with the doctor. They also felt that it is not important to spend time going to the physician and that advice for smoking cessation is not as important as other diseases. The results also showed that although some physicians had tried to help patients to quit smoking by counselling, referring them to smoking cessation clinics, most of the smoker-patient preferred to use their own methods. This result is consistent with the study carried out in United Kingdom (UK). The main theme from a qualitative study with 42 doctors from UK was that many patients who smoke were sceptical about the power of doctors' words to influence smoking. Doctors' argument was that most patients, acknowledge the danger of smoking and can make their own evaluations, so they felt that quitting is up to the individual 16 .
Our result was consist with Global Surveys conducted by Pfizer 15 which revealed that patients do not often believe they were receiving the support and advice from their doctor that is vital to successfully quit smoking.
Physicians from the STOP survey felt that smokers themselves are the most responsible for quitting. This may be due to the fact that they do not have effective treatment options to take action as they do for high blood pressure or elevated cholesterol. Smoking is a habit that is more of a behaviour problem than a disease and therefore more innovative approaches are needed to motivate, support and reward physicians to counsel their patients who smoke. A more systematic approach that looks into events that took place in patients smokers' life over time would be advisable.
Other studies carried out with GPs have stated that, the most common barrier to smoking cessation promotion was the lack of time A study carried out in Germany with 657 GPs showed that low activity in smoking cessation promotion was strongly associated with perceived lack of training, perceived lack of demonstration material and perceived lack of time 17 . It is noticed in our study that physicians spent less time discussing smoking cessation with patients. In this study with physicians, when physicians were asked "How much time do you spend on average with smoker-patient discussing smoking habit?", it was found that 60% of the physicians spent about 2 minutes on an average with smoking cessation related inventions. Physicians were not asked if they had adequate training to assist patient smokers. Another concern is whether it is the doctors who are underestimating the number of patients trying to quit and therefore feel they have ineffective solutions to address the problem. With these perceptions, they may Review Proceedings of Singapore Healthcare  Volume 19  Number 2  2010 be assigning the smoker the responsibility to quit by himself.
Another reason could be attributed to the fact that smoker-patient may be feeling shy to talk to the doctors because of their socio-economic status, language barriers and worry about the stigma associated.
A study from the National Health Interview Survey in year 2000 has reported on the impact of racial/ ethnic disparities on effectiveness of physicianprovided smoking cessation advice 18 . This makes the case of Singapore more pertinent due to its multi-racial population. An effect of this multiracial population might result in smoker-patients feeling shy and missing out on the opportunities compounded by ethnic/racial disparities.
In this study smoker-patients also mentioned one of the barriers to smoking cessation as lack of support from family and friends. While counselling, provider physician should involve family members or friends who would later helps smoker-patients to reduce smoking.
We have discussed what holds back smokers to stop smoking as well as physician's approach towards helping smoker-patients. These reasons outlined above would definitely have some solutions, but implementation and evaluation is absolutely essential. Implementation of enhanced training opportunities for physicians appears to be particularly promising. However, since its effectiveness can only be suggested but not proven in a cross-sectional survey such as the one presented, implementation of such training opportunities should be accompanied by further research to evaluate to what extent they are used by physicians and to what extent these measures or improved reimbursement in fact lead to increased smoking cessation promotion effort by physicians and eventually to increased cessation rates among their patients. In addition, it is important to look at a comparative analysis of alternative forms of smoking cessation treatments and interventions in terms of both their cost and consequences. While certain interventions have been demonstrated to be cost effective in controlled settings, the physicians' and patients' belief system need to be taken into account when deciding on "best" smoking strategies to adopt. The cost-effectiveness of smoking cessation programmes may be enhanced where the treatments have a potential to reduce morbidity at a low cost and by developing programmes with a follow-up or maintenance component that use a combination of multiple interventions 19 . This is the first study where we tried to evaluate the physician -patient dynamics of smoking cessation in Singapore. More studies should be conducted to investigate physician -patient dynamics separately for private GP clinics and government run polyclinics.
lIMItAtIOnS
We do recognise the limitations of this study. Firstly, in this study, smoker-patient and provider physicians were not from the same clinic. Secondly, we recruited only those patients who understand English. Thirdly, we could recruit few patients from private GP clinics. The fourth limitation was that we did not ask the physicians if they smoke. Lastly, our definition of physicians' activity in smoking cessation promotion is broad and may not necessarily reflect the intensity or quality of activity in terms of time spent or evidence-based advice and methods used. A more detailed survey on methods used by physicians to promote smoking cessation would be desirable.
COnCluSIOn
Provider physicians and smoker-patient both agreed that the main motivator to quit smoking was concern about health status. There appears to be some disconnect where physicians and patients foresee different reasons why quitting is difficult. It has been noticed that patients do not appear to view physicians as a resource for information as well as be of assistance in reducing smoking.
It is essential for the doctors to build a relationship with the patients in order to change the patients' perceptions about the doctors. However, since physicians and smoker-patient have shown the same beliefs about the motivators and barriers of smoking cessation, it should be possible to harness their relationship. Doctors should treat their patients with empathy (as a friend or his teacher and not as a case). Furthermore, patients also should be open for dialogue and to change.
